MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-90"?7(}8

DEPARTMENT OF FUBLIC HEALTH AND WELFARE

MR _( STATE FILE NUMB|
DO 'NOT WRITE Registration District No, -————}/—Lﬂ?’imﬂ Regiatration District No. _M-__Reginrar‘s No. _'2_é__“.____. ER

1 p—
ON TH!S STUB AMENDED . 4 Ll'—r-\

1. PLACE OF DEATH Ed 2. USUAL RESIDENCE (Whers deceated lived. If institution: Residence before
s county Misgpi .aippi a. STATE Mo b, COUNTY Migs. admissian}

b. 60": (If outside corporate limits; give TOWNSHIP only) ~ Length of sty in 1b <. %‘I;’_ ] ’ Inside Limits
TOWN charle ston 10 Yrs. wown Charlestonr Yes ( No O

«. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cytside, give location) Reside an Farm
HOSP) ADDRESS

msmunou Yasﬁ No O 408 Brooklyw St . Yes [ No X

3. NAME GF DECEASED First middie - Toat 4 DATE Month Day Your
ype Or prin OF
James : o Thomas . DEATH 2, 16, 1863

5. SEX 6. COLOR OR RACE 7. Marribd 00 Naver Married [J |8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR _IF UNDER 24 HR

i i Month: [+] Hours Min,
Male regro Widowed g Divorced (] 65 onths | avs l ! I
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 17. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

dufinmmwﬂahl&, aven if retired) Stat e 0£ Al‘ . U'S.A . ‘-,:___

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Miltown Thoma s Mavrdie Thomas

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT - Address.~*

[fes, no, or unknown)l (If yos, give war or dates of servi re d. c @ll’ﬁ&n 408 Br o Okyﬂ St -

| 18. CAUSE QF BEA'I‘I'I {Enter only cne cause per line INTERVAL BETWEEN
|. DEATH WAS CAUSED BY: ﬁf g 2 ONSET AND ?ATH
IMMEDIATE CAUSE (U;"Mﬂ-‘a‘i e-a—‘
- - N
(? s O ”J )-172 . (E y g i
Conditions, If any, DUE TO (b) 0 N .
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DATE AMENDED
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AMENDMENTS ON TH!S RECORD ARE AS FOLLOWS
INSTEAD OF

o

DOCUMENT

which gave rise to
above cause (a),
stating the wnder-
lying cause lasi. DUE TO (c)

PART Il. OJHER SIGNIFICANT CONDITIONS CONTRIBUT:NG TO DEATH but not relsted to the terminal PART 1. W deceated wos female wes
. disease condition given in PART ! [a) there a pregnancy in last 90 days.

. -7 IDYn l O Ne I O Unknewn
19, WAS AUTOPSY | 20s. ACCIDENT SUICIDE HQMlleIDE . 20b. DESCRIBE HOW INJURY OCCURRED. [Enter neture of injury, in PART | or PART Il of item 18.}
I a g e e
N . '

PERFORMED?
YES[]1 NO

T TIME OF - Howt ~ Month, Day; Year |
INJURY  © am.
. p-m.

MEDICAL CERTIFICATION

L1 Y OCCURRED Z0e. PLACE OF INJURY (e.q., in or sbout home, | 20f. CITY, TOWN, OR LOCATION
2d ﬁﬂ% A?CWORK : farm, factory, streel, office bidg., ete.)
NOT-WHILE AT WORK [J

and’ last saw E",;allve on
m on the date ated abové; and to the best of my.knowledge, from the cavses statad.
22c, DATE SIGNED

o s teey B Nt L i Tog Sty CUets ot V0 2 =23 43
: Tac. "CRI ‘ {State)

23a. BURIAL, CREMATION, 23d LOCATION (City, tawn, or county)

REMOVALtSpecnfvll y Yo £ oak Grove Cem,. ° V Ch&l‘leﬂtﬂr Mo,

24. FUNERAL DII'!EClOR ADDRESS B ' "25, TDATE RECD. BY LOCAL REG. 26, REGISTRAR'S SiGNATURE | :
Davie 2 fn 00 0| A 2363 A orazetos, /3 Madtdam
- L4

(Licensed Embalmer‘s Statepent on Reverse Side)

+ 21, 1 atrended the deceased from — to
‘Desth ocqurred at.

SHOULD READ

-

USE BLACK iINK
TYPEWRITER RIBBON

ITEm NO.

__BY AFFIDAVIT OF




R EITTL
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,.?:-_ - - -

‘ - STATEMEN;T BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision. T ’ '
' ' - ' Slgned W‘( /? M‘ﬂ/‘-ﬂ'

Student

- Signatura of Student Embaimer

TR e * Licensed Embalmer No. J /2 ? '
P.O. Addﬁ{ W 0 s

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER. in h:s OWN HANDWRITING. (Faulure to.comply
with-the -above. constitutes grounds for revocation of llcense)

!f embalmed by a STUDENT, he also shall sign in his OWN handwmmg

If fhus body ls no'r embalmed fact should be so stated above .
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